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Ritualized Genital Mutilation
The Procedure
Barbara Frye, DrPH, RN, CHES
Associate Professor
International Health/Health Promotion and Education
Loma Linda University School of Public Health/School ofMedicine
Ritualized genital mutilation is a cultural practice estimated
by the World Health Organization to have been performed on
80-100 million women living today. This practice is widespread
in Africa as well as some areas of the Middle East, South Asia,
Malaysia and Indonesia. There have been limited documented
cases among immigrants from these regions of the world resettling in Europe. For three years I worked as a United States
Peace Corps Volunteer nurse assigned to Ethiopia where I
practiced and taught obstetrical nursing, including delivery and
postpartum care. Almost all of the women had experienced
genital mutilation and many had complications resulting from
the procedure.
Female genital mutilation may have far-reaching consequences in terms of sexuality, fertility and childbearing. It is
primarily performed for two reasons: (1) to insure virginity
before marriage and fidelity after marriage, and (2) as a rite of
purification as in some areas the clitoris is considered unclean
and ugly, a potential rival to the penis. In some places, it is
believed that if not excised, it will grow to the same size as the
penIs.
For the purpose of this presentation, I am deliberately not
using pictures of the procedure because I ask you to concentrate
not on the vulva ofthe genitally-mutilated woman but upon her
as a person and a woman. I also will not address the psychosocial
or emotional aspects of the procedure given that these elements
'lust be framed within the cultural context. I will explain the
_Hual of female genital mutilation.
The ritual may be performed on a newborn baby girl or at any
other time prior to marriage, depending upon the custom of the

particular region. It is a puberty rite of passage in some areas and
takes many different forms, from minimally invasive to severely
invasive. In some areas, a tiny nick on the prepuce of the clitoris
resulting in a single drop of blood is considered adequate.
Excision of the prepuse of the clitoris or the clitoral hood and the
posterior labia minora is called sunna. This is a mild form of
mutilation. The moderate form of mutilation is excision which
includes removal of the prepuce, the clitoris and the labia minora
thereby dulling sexual sensation. There is no cutting of the labia
majora or closure of the vulva. The most extreme form of
mutilation is infibulation orpharanoiccircumcision. The prepuce,
clitoris, labia minora and the anterior two-thirds of the labia
majora are excised. The sides of the vulva are stitched together,
frequently using thorns inserted horizontally to hold the margins
together. Egg white is used to seal the thorns in place. A small
introitus opening is left to allow urinary and menstrual flow.
The conditions under which genital mutilation occur vary
greatly. Occasionally the procedure is carried out by a health
professional under aseptic conditions upon the requests of the
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parents. For the majority of girls, this is not the case. Rather it
is performed by a circumcizer, an older woman in the tribe or
community who performs the procedure without anesthesia and
with an unsterile knife or sharp object.
The ritual is generally performed in secret, away from the
living quarters of the community. Parents enter their girl child
into a circumcision group, frequently paying substantially for
their daughter to be made marriageable. The girl is told that she
will go with the group and will return a virgin and a woman.
Frequently that is the extent of her preparation for the procedure.
At the time of the procedure, the girl is held down with arms
and legs securely held by older women. Her legs are parted and
the procedure is done. Afterwards her legs are crossed and she
remains lying in this position for a number of weeks. This
procedure obviously is not the case with an infant who would be
returned immediately to the mother.
The immediate effects of the procedure include shock from
severe pain, hemorrhage which may be rapidly fatal, and trauma
and perforation of the urethra or anus. Secondary effects include
severe pain from the wound or from urine draining on the wound,
urinary retention, urinary tract infection, localized infection with
failure of wound healing, septicemia, and tetanus. Tetanus is a
complication which may occur within 14 days of the ritual, and
an estimated 50-60 percent of such cases are fatal within 10 days
of onset.
Long term effects primarily result from the severe form of
mutilation, infibulation. Severe scarring and keloid formation
make the tissues of the vulva hard and fibrous. Dermoid cysts
and abscesses may occur. Recurrent urinary tract infections,
inadequate draining of the bladder, and stone formation may
occur. Retention of menstrual blood, dysmenorrhea, pelvic
inflammatory disease, and inferility are other complications.
Chronic pain especially with walking may occur and severely
mutilated women may walk with a shuffling, tenuous gait. One
of the most severe complications is the development of fistulas.
Vesico-vaginal and recto-vaginal fistulas create serious social
acceptance problems as well as medical risks. The social problems
frequently occur after childbirth.
In order to consummate marriage, it may be necessary for the
young woman to be defibulated, that is, cut open, especially if
her vulva is severely scarred. Coitus may be very painful or
impossible. Sometimes anal intercourse is then performed,
which may result in an incompetent anal sphincter.
For the infibulated woman, childbirth is a risky period. The
infibulation may result in vaginal closure and decreased elasticity
of the vaginal wall, thus delaying the second stage oflabor. The
infant may experience fetal distress, brain damage or death. As
the infant's head is constrained in the vaginal canal, perineal
circulation may be impaired and necrosis of the vagina and vulva
result. If the woman is being delivered by a trained birth
attendant, episiotomy may be necessary but difficult with the
scarification.
I have had some tense moments in this situation. If the
woman is being delivered by an untrained traditional birth
attendant, defibulation may be done with unsterile instruments,
thus subjecting the woman to the risks of hemorrhage, infection,
and perineal tears. One of the most serious complications is the
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development of ves ico-vaginal or recto-vaginal fi stula resulting
in incontinence of urine and/or feces. The development of a
fistula has profound psychosocial implications for the young
woman, who may be ostracized. World Vision Internationa
funds the operation of a specialty hospital in Addis Ababa,
Ethiopia, devoted exclusively to the repair of these fistulas.
Reinfibulation after childbirth subjects the woman to all of
the above described risks. In addition, if it is done immediately
after delivery it may obstruct the normal flow oflochia and result
in infection.
Obviously this topic is highly sensitive and rooted deeply in
culture and tradition. The eradication of this practice will not
occur solely on the basis of legal interventions. Rather it will
necessitate both legal and educational efforts similar to the seat
belt law for safe car transport.
Ghana, West Africa, has already passed legislation outlawing
this practice, as have other African nations. It is of vital importance that the Western world realize that the impetus for
eradication of this practice initiated at the highest international
levels has come from educated and articulate African women.
Thus perhaps the role the West, particularly the women of the
West, needs to play in this issue is one of support for the African
women leaders. I quote the words of one African female
pediatrician who spoke to me recently:
"This is a problem which we must solve within our own
cultures, but the support that women of other cultures give us is
of immeasurable value. \Ve need to know that our sisters around
the world share our pain.".
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A Cultural Perspective
Victoria Agbetunsin-Ogunrinu, RN, PHN, 111PH
Public Health Nurse
Department of Public Health
San Bernardino County, California
Female circumcision, to an African, is not any more mutilating than male circumcision. The big question is, Is there a need
for circumcision, either male or female? Female circumcision is
a cultural practice commonly known in some parts of Africa. It
has been a long-term major public health issue in Nigeria. It is
a tradition, a custom, and the "moral thing" to do. It is functional
and logical. It is a cultural practice tied to taboos of race,
sexuality, religion, . and rites of passage from adolescence to
adulthood. It is also a challenge to the Western world.
Many culturally influenced behaviors and practices have
important health consequences. Female circumcision is one of
those situations where medical ethics confronts cultural values.
What is the rationale behind female circumcision and how have
the people benefited from these practices? Female circumcision
is a common practice in the northern part of Nigeria and some
western parts of the state. It is a common fable among Yorubas
that uncircumcised females are not usually as faithful to their
husbands as circumcised women from other parts of the country.
This important value placed on cultural practice is ongoing from
generation to generation. The old adage says, "If we follow the
old people, we will not be bitten by the dog."

Many culturally influenced behaviors
andpractices have important health
consequences. Female circumcision is
one ofthose situations where medical
ethics confronts cultural values.

Who performs female circumcision? When, where and what
does the procedure entail? Usually an experienced elderly male
or female or a traditional healer within the community performs
the surgical procedure on the seventh day after birth. Fidelity is
considered absolute despite polygamy in Nigeria, and abstinence is expected when the spouse is not available.
How much genitalia are excised depends on the circumciser' s
style and experience. Generally it ranges from a mild incision to
avulsion of the vulva. In the western part of Nigeria, usually a
mall incision on the prepuce with a drop of blood will suffice. It
-is not uncommon to have health-care providers do this procedure.
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Is female circumcision practiced by all Nigerians? No. It is
common among the illiterates. There is an association between
the low level of education and female circumcision in those areas
where it is practiced in Nigeria and other parts of Africa.
My experience as a pediatric emergency room staff nurse at
the University College Hospital, Ibadan, Nigeria, in the '70s
suggested that complications of female circumcision were hemorrhage, neonatal sepsis, tetanus and death. The health education intervention strategy was geared toward promotion of aseptic technique. It seemed there was little impact or change in
cultural practice.
University College Hospital is a teaching hospital in Nigeria
with 500 beds. It has a large children's emergency room which
has witnessed the death of many children but has also saved the
lives of many children. I was a young staff nurse on this unit in
1975, 19 years ago, when a young mother of about 19 years came
running to Children's Emergency Room with her 9-day-old
female infant, pale, cyanotic, gasping and wrapped with a blanket. She screamed, "Nurses! Help!" I quickly took the baby
from her, and the whole team started resuscitation. I learned that
the mother had delivered at home. Female circumcision was
performed on the seventh day, and the baby had been bleeding
for two days. Pressure dressing and local potion was applied, but
it was too late. The infant died. This was a death that could have
been prevented-she could have had a transfusion. Some children also suffer with neonatal tetanus and sepsis related to
ClfcumClSlOn.

Complications of Later Years
African women of reproductive age have the highest death
risk from maternal causes of any women in the world. Female
circumcision and infibulation are associated with high maternal
mortality and morbidity rates. Other complications are postpartum hemorrhage, infection, shock, and difficulties with menstruation and urination. Painful intercourse, prolonged labor
leading to vesico-fistula and recto-vagina-fistula, dermoid cyst at
the site of amputated clitoris, and hematocolpos have been
noted.
It is a challenge to figure out who should be the target of
health education-the local surgeon, mothers, in-laws, grandmothers, children or men? The following was initiated at the
University College Hospital to decrease the high incidence of
neonatal morbidity and mortality related to circumcision.
1. Prenatal clinic: Health ed ucation and counseling classes, with
prenatal visits focusing on prevention.
2. Obstetric ward: Individual and group health education
focusing on prevention.
3. Television/comedy plays in the local language focusing on
prevention.
4. Posters and billboards.
s. Legislation banning female circumcision.
6. A strong women's movement with eradication of female
circumcision as the agenda.
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Despite all strategies, it has been impossible to eradicate this
cultural practice completely. Why do women not take advantage
of education and prenatal care when it is available and accessible? Female circumcision remains a powerful cultural practice
of major concern to public health. It has a major effect on the
physical, mental and social well-being of women affected. There
is still a continuing need to design effective information, education and communication programs and to continue to focus
health programs for the various target groups.

Goals in the Eradication of the Practice of
Ritualized Female Circumcision in Nigeria
1. Teaching at a level the people can understand.
2. Projects developed in response to the needs of particular
communities.
3. Involvement of local people in each phase of program
development.
4. Access to health care in the rural and poor community.
5. Training of traditional birth attendants and community
health workers in obstetrics and health education. These
health workers already have the confidence of the people
and they are deeply committed to serving those in need.
6. Compulsory and free elementary and high school education.
7. Radio and television messages focusing on prevention.
S. Public health nurses, traditional birth attendants,
community leaders, or someone else the people trust to do
case management.
9. Selection of communication channels and media that are
most capable of reaching and influencing the target
audience.
10. Selecting health messages that are easily understandable,
culturally and socially appropriate, practical, brief, relevant,
technically correct and positive.

Special Health Care Needs of Ritually
Circumcised Women in the U.S.
1. Routine pelvic examination to decide the extent of anatomical defect or scar tissue related to circumcision.
2. Explanation of obstetrical complications.
3. Close monitoring during labor and delivery.
4. Comprehensive and culturally sensitive health care services.
5. Appropriate counseling of African women who may request
circumcision for their female children born in the U.S.
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Female Genital Mutilation:
A Question of Fundamental
Human Rights
Andrea K. Scott, MA, JD
Cooper, Kardaras & Scharf
141 East ~Valnut Street
Pasadena, California 91103
For more than two millennia 1, half the population in thousands of villages throughout the world has undergone a secular
ritual in which their sexuality-an integral part of personhoodwas modified. This modification ranges from the minimal to the
egregious; from a pinprick 2, quite literally, to the radical mutilation of organs and flesh 3 that can lead to a lifetime of significant
physical ailments4, sexual dysfunction and dyspareunias, social
ostracism 6 and even death 7.
If we do not accept the proposition that the antiquity of
female genital mutilation renders it medically, socially or ethically acceptable, upon which grounds do we endorse it, reconcile
ourselves to it or denounce it? Is female genital mutilation a
medical issue to be viewed in terms of both acute and chronic
physiological complications? Is it a cultural or anthropological
phenomenon that cannot be separated from the socio-ritualistic
framework within which it occurs? Is it a question of what the
Western world recently has come to regard as biomedical ethics?
Is it a matter oflegal-constitutional and international-rights?
It is all of these. "Most importantly, however, female genital
mutilation is a matter of fundamental human rights.
Perhaps, the ancient and culturally variable practice offemale
genital mutilation should be viewed phenomenologically, at its
simplest level. A paradigm may best serve this purpose. The
setting for our model is in the allegorical land of "Xibalba" where
two distinct groups of people coexist in relative harmony. Half
the population, known as the "Ahau," have blue faces. The
other half, called the "Hunahpu," have green faces. Other than
this distinguishing facial coloration, the two peoples are physiologically similar.
For generations beyond anyone's memory, a division of
labor, social stratification and associational taboos have existed
between the Ahau and Hunahpu. Inter-marriage is condoned if
both parties undergo the rites of passage appropriate to each
group. Long before the history ofXibalba was recorded, it was
decided by the elders of both peoples that Ahau children must
have small nicks cut into the lobes of their ears. The resultant
scars mark the Ahau as the superior social group; it is they who
control the economic and sociopolitical order in Xibalba. In
contrast, children of the Hunahpu are required to have their left
hands amputated. In this manner, the Hunahpu are designated
as socially inferior, second-class persons fit to hold the menial
positions in society.
For both the Ahau and Hunahpu, participation of thei.
children in these rites leads to social acceptance within the larger
community ofXibalba. Nloreover, children are taught from the
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earliest age that undergoing these rituals also will garner approbation from their own cultural group. In due course, it enables
these children to obtain mates of appropriate social stature. In
other words, these secular rituals, which operate wholly apart
from the religion(s) practiced in Xibalba, promote social cohesion between the Ahau and the Hunahpu.
In the past few years, however, foreigners from distant lands
visiting Xibalba have been appalled and angered by the mutilation of Hunahpu children. Foreigners have turned public
attention in their homelands, as well as in international fora, to
this ritual mutilation and are working together-despite their
own cultural differences, which are legion-to eradicate the
practice. After all, the foreigners say, it is cruel and arbitrary to
cut off a child's hand because of a "mistake of birth"; children do
not chose to be born Ahau or Hunahpu, with blue or green faces,
respectively. Others are concerned that the amputations are
performed with brutally crude implements under non-sterile
conditions, without benefit of anaesthesia and analgesics. They
argue that the terror accompanying the event, as well as the
traumatic and painful aftermath, are inhuman. Too, many
foreigners abhor the medical complications which accompany
the amputations, including shock, hemorrhage, reduced function
of the left arm, recurring infection and at times, death.

()

The world community has decreed
the primacy ofeach person's
inalienable right to bodily integrity
andfreedom from to1ture over local
policies to the contrary.

On a more esoteric level, many foreigners advocate that the
practices are inherently discriminatory and violate the legal
rights of the Hunahpu. Some foreigners go so far as to posit that
all the people ofXibalba are entitled to the fundamental right of
bodily integrity, that the accident of being born with a blue face
ora green face should not overcome a person's right to keep both
hands. Quite simply, they favor banning the ritual amputations
because every person is entitled to basic human rights, regardless of facial coloration, including a right to the healthy, whole
body with which they were born.
Returning to reality, the allegory of ritual mutilation in
Xibalba is not far removed from the secular practice of female
genital mutilation that occurs routinely in twenty-six countries
in Africa 8 , the Arab peninsula, Asia, Central and South America,
as well as surreptitiously in Europe, Great Britain, Scandinavia,
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the :ivlediterranean, the United States, Canada and Australia9.
Specifically, substitute the dichotomy in blue/green facial coloration for male/female gender. In place of the broad term
"children" substitute newborns, toddlers, prepubescent girls
and young women 10. The arbitrariness of the target populations,
the lack of sanitary, much less sterile, operating conditions, the
crude implements used to mutilate, and the dearth of anaesthesia
and analgesics remain virtually identical in both cases 11 .
The critical difference between this paradigm and the harsh
realities of female genital mutilation, however, lies in the object
of the practice, which is not merely a left hand, but the very core
of female sexuality. Female genital mutilation profoundly and
adversely affects the sexual and reproductive lives of its victims,
as well as numerous related physiological systems. It is a welldocumented fact that the more radical and most commonly
performed practices (e.g., excision or clitoridectomy, infibulation
or pharaonic circumcision and introcision) result in hemorrhage
and shock l2 , local infection 13 , a plethora of urinary problems14,
septicaemia 15 , labial fusion (partial or complete) and rectovaginal fistula 16, tetanus 17 , pelvic inflammatory disease 18 ,
dysmenorrhea 19, infertility20, fever 21 , dyspareunia 22 , difficulties
with childbirth 23 and death 24 . Sadly, this is buta partial list of the
medical complications brought about by female genital mutilation.
In fact, the United Nations General Assembly overwhelmingly rejected the term "female circumcision" to describe the
practices of female genital mutilation 25 because of the gross disparities between removal of the male foreskin and removal of the
female genitalia. Besides the obvious differences in complexity
of procedures, the medical complications accompanying excision of the foreskin do not compare in variability, numerosity or
gravity with those engendered by female genital mutilation. A
more accurate analogy to female genital mutilation would be
cutting off the penis itself, either in part or in entirety. Such
mutilation likely would result in similar acute and chronic
repercussions, including shock, hemorrhage, urinary tract infections, dyspareunia, impotence and reproductive
difficulties.
As in the allegorical paradigm ofXibalba, this author's point
of view that female genital mutilation violates the fundamental
human right to bodily integrity, to dignity of person, to sexual
reproduction and to freedom from torture is shared by many
"foreigners" the world over26. If the United Nations, which has
called for the abrogation of female genital mutilation 27 , does
indeed represent the global community, then the mandate to
cease this form of inhuman treatment toward women is clear.
Thoughtful minds may become unsettled by the concept of
"foreigners" interfering with local customs, of Americans or
Europeans or Scandinavians, for example, attempting to end an
ancient rite of passage in a remote village in a far-off country.
"Who are we," they ask, "to abolish an age-old tradition practiced by people we do not know and whose culture we do not
fully understand?" By no means is this line of reasoning new.
Please recall that notions of cultural relativism were garnered to
support non-interference with the Nazis' persecution and brutal
treatment of Jews. For example, many queried, "What right
does America have to criticize the Nazi practices associated with
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Aryan supremacy when world history reveals numerous ancient
and geographically broad-based antisemitic initiatives?"
In response, this author looks to the concept of global
communitas that gave rise to the United Nations and the widely
recognized international instruments that promote the rights of
"all human persons" to "equality, security, liberty, integrity and
dignity28." ~loreover, certain core precepts about fundamental
human rights are shared and advocated by a wide spectrum of
nations, each of which boasts unique and proud local cultures.
The world community has decreed the primacy of each person's
inalienable right to bodily integrity and freedom from torture
over local policies to the contrary.
Accordingly, the United Nations adopted a resolution by the
General Assembly opposing female genital mutilation as a form
of intolerable violence against women 29 . Similarly, many African countries have developed local instruments to publicly
affirm their intent to bar female genital mutilation as a violation
of the rights of all females (women, children and infants) to
dignity of person, freedom from torture and inhuman or degrading treatment30 .
Human rights are best understood as those the world community collectively accords every human being, regardless of
race, religion, skin pigentation or gender. Human rights do not
belong only to Christians and Muslims, Americans and Chinese,
boys and men; these fundamental rights belong to all peoples,
including females. Female genital mutilation must cease.
The task of abrogating female genital mutilation will not be
a simple one. Ancient traditions, even secular ones, are not
relinquished quickly or easily. Even so, culture is intrinsically
dynamic rather than static. Just as biological life reflects cyclesbirth, youth, maturity, old age, and death-so does human
culture evolve. The means for accomplishing the elimination of
female genital mutilation need not violate the social norms that
gave rise to the practice. The constructive social values that
engendered ritual mutilation (such as sexual fidelity) can still be
cherished without recourse to this specific practice. In short,
promoting universal human rights for women as well as men
need not be mutually exclusive with maintaining local cultural
identity and traditional values. But this is another topic for
another day.
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27 UN: Declaration 48/104, supra note 25, at Art. 2(a).
28 See e.g., Universal Declaration of Human Rights, G.A. Res, 217 A
(III); Convention Against Torture and Other Cruel, Inhuman or
Degrading Treatment or Punishment, G.A. Res. 39/46, annex.
29 U.N. Declaration 48/104, supra note 25, at Art. 2(a).
30 See African Charter,supra note 26, reprinted in Basic Documents
at 425; the African Charter on the Rights and Welfare of the African
Child, July 11, 1990, OAU Doc. CAB/LEG/24.9/49 .•
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Ethics When Cultures Clash
Gerald R. lVinslow, PhD
Dean, Faculty of Religion
Loma Linda University
Chair, Centerfor Christian B ioethics
Three contributors to this issue of Update discuss practices
that we find difficult even to name. Consider various appellations for the procedures described here: "rites of passage,"
"female circumcision," or "genital mutilation." The name we
select will, of course, tell much not only about our ethical stance
butalsoabouttheculture from which we perceive these customs.
No one is likely to be surprised, then, that I deem these
practices morally unacceptable mutilation. Nothing in my
culture or in my current moral convictions would prepare me to
accept such procedures. Even the clinical descriptions of our
authors, with words like avulsion and infibulation, cannot dull the
feeling of injustice.
In The Sense ofInjustice, Edmond Cahn describes this feeling.
It is borne, he writes, of an "imaginative interchange" in which
we project ourselves into the circumstances of the other "not in
pity or compassion merely, but in the vigor of self-defense.
Injustice is transmuted into assault; the sense of injustice is the
implement by which assault is discerned and defense is prepared."! Mysterious as it may seem, it is not impossible for an
Anglo male living in America to sense the assault on personhood
:hat genital mutilation represents to a girl living half a world
away. No measure of respect for cultural differences can remove
my impression that a person has been wronged.
The sense of injustice can be evoked by listening to the
voices of those who suffer the consequences of genital mutilation-the voice of the woman whose story is told by Alice \Valker
in Possessing the Secret of]oy, or the voice ofN agla Hamza, the tenyear-old Egyptian girl whose clitoridectomy was recently broadcast worldwide by CNN. Immediately after mutilation, Nagla
cried: "Father! Father! A sin upon you. A sin upon you all!" 2 I
believe that the pain and the outrage in that voice can be felt
across cultural borders and that a willingness to listen will
awaken a deep sense of injustice.
To speak in these terms is out of fashion in fine academic
circles today. Schooled in works such as William Graham
Sumner's Folkways and thousands of postmodern facsimiles, we
have been encouraged to think of moral differences merely as
products of cultural tradition. On this view, ritualized genital
mutilation must be regarded as part of a cultural heritage. No
adequate basis exists for judging this tradition from the
perspective of another culture. There is no neutral standpoint.
In Sumner's words: "Everything in the mores of a time and
place must be regarded as justified with regard to that time and
place."3 And: "Therefore, rights can never be 'natural' or 'Godgiven,' or absolute in any sense."4
Views like Sumner's and more recent doctrines of
.multiculturalism have made us cautious about extending moral
judgments across cultural boundaries. Paradoxically, one

Update Volume 10, Number 3

transcultural moral principle appears to endure: We should never
evaluate the moralpractices ofanotherculture. A surefire way to elicit
the moral outrage of many cultural relativists is to suggest that
the practice of another culture is morally in need of change.
But how do such relativists respond to the person who says
that her culture has taught her to evaluate all cultural practices,
including those of her own heritage, from the standpoint of basic
human needs, rights, and goods? Has her culture taught her
wrongly? What are we to think of those prophetic figures who
challenge the mores of their culture? And if there can be one
transcultural moral principle, which we might call the principle
of cross-cultural respect or tolerance, why should we think that
there are not other worthy transcultural principles? Even if there
is no neutral ground above or beyond all cultures, is there not
much common ground for persons of various cultures? Can we not
identify the shared territory of human pain, disfigurement, and
indignity?
I believe that careful reflection on such questions will lead
away from the kind of pernicious relativism that cuts the nerve
of ethics and renders us incapable of speaking clearly against
serious injustices such as genital mutilation. Even so, many
difficult questions remain: What are the most effective methods
of change within the cultures where this practice is still common?
Will attempts to foster change from outside those cultures be
counterproductive? What social policies regarding genital mutilation should be developed in countries, such as the United
States, with increasingly multicultural citizenry? \Vhat practices
in our own culture fail to awaken our sense of injustice only
because they are overlooked or downplayed?
This last question may reveal one benefit of the spirit of
cultural relativism: humility in the face of cultural differences.
An encounter with the morality of other cultures can highlight
deficiencies in our own culture. The resulting conversations
across cultural lines can enrich all cultures' understanding of
themselves at their best. But this is only possible if the common
ground of human needs can be discovered.
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In chapter one, the authors allude without citation (though it
is incl uded in the bibliography) to an article I co-authored 1. They
correctly state that we believe family practice is an ideal background for clinical ethicists, but incorrectly state that the basis of(
our claim is that family physicians "can examine all patients of all
ages." Our thesis was not based on examination skills, but on
breadth of clinical experience and interest in the personal,
spiritual, and social details which often escape other specialists.
Chapter two is also comprehensive and detailed as it discusses requirements for ethics consultants. It suffers from the
unavoidable problem encountered in book publishing-containing out-of-date information (e.g. listing Loma Linda University as offering a seasonal seminar which it has not done for
several years, and not mentioning Loma Linda University's
.Master's program in Biomedical and Clinical Ethics which
enrolled its first students in 1993). It also contains an avoidable
error-their consistent use of "negotiation" by a "negotiator"
when they are describing mediation by a mediator.
Chapter three will be worth the price of the book to any
individual who is ready to begin practicing as an ethics consultant. The information and advice offered about how to get started
is not available anywhere else.
Chapter four will draw much fire from members of the many
ethics committees which are effectively providing ethics consultations. While I too am biased in favor of individual ethics
consultants rather than consultation by committee, their bold
statement that "[e]thics committees that lack a trained ethicist
should not consult on individual cases" is certain to bring a
justified criticism of elitism. Their suggestions about the ability,
of clinical ethicists to interact with various types of committees
are useful. That the authors are pioneers is evidenced by their
thoughts on remuneration for ethics consultations in both chapters three and four.
In spite of the few criticisms I have made, this is an excellent
book which richly deserves its subtitle, A Practical Guide. It is
clear that the authors "have been there" and have learned a lot
from their pioneering efforts.

Ethics Consultation
John LaPuma and David Schiedermayer
Jones and Bartlett, Boston, 1994, 202 pages, $29.95.

Book Review by
Robert D. Orr, MD
Two experienced clinical ethicists who work in different
settings have combined their experience and insights to show
aspiring ethics consultants how it should be done. The four
chapters describe (1) the case consultation process, (2) the
training, skills and certification of ethics consultants, and then (3)
tell how to set up ' practice and (4) how to relate to ethics
committees. After accomplishing this in 128 pages with much
detail and considerable practical advice, they flesh out the book
with a 70-page appendix of illustrative case reports, which add
little to the substance of the book, and an excellent 22-page
annotated bibliography which is divided into the same four
topics as the chapters.
Chapter one is an excellent primer which details one model
of the consultation process step by step better than any previous
description. It deserves to be read and digested by anyone new
to the field before doing his or her first ethics consultation. The
chapter suffers from the author's insistence that the consultant
examine the patient or "make certain that the patient has been
appropriately examined byothers." LaPumahas been criticized
for this stance in the past, and while the authors claim here that
this is not intended to limit ethics consultations to physicians,
they go on to say that non-clinician ethics consultants should
work on teams with clinicians. Most clinical ethicists agree that
seeing and interacting with patients is an invaluable part of most
consultations. However, situations where the clinical ethicist
uncovers a new or different diagnosis in their examination, as
they suggest, are probably quite rare. The rare advantage gained
must be weighed against the possible antipathy generated in
req uesting physicians if they feel the ethics consultant is q ues8 ____________________________
tioning their clinical competence.
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